Tolosa' and Hunt et al 2 first recognised pseudotumour in the cavernous sinus causing compressive symptoms, usually ophthalmoplegia, referable to the cranial nerves passing through it (that is, III, IV, V, and VI). Since then the eponymous description of TolosaHunt syndrome has been used to describe a variety of other entities, and there is great confusion both in terms of definition and diagnosis.
In a child with ophthalmoplegia and no signs of orbital or neurological disease, it is tempting to attach a diagnostic label of ophthalmoplegic 1) ; the appearances were consistent with inflammatory pseudotumour.
There was evidence of a non-specific autoimmune diathesis since the gastric parietal cell antibody titre was greatly raised initially (1:1280) and fell in the convalescent period. All other investigations, including the erythrocyte sedimentation rate (ESR), were normal.
He was initially managed conservatively. Six weeks later there was no improvement in either the clinical or MRI findings. Due to concern about a permanent divergent squint, he was offered botulinum toxin injection into the right medial rectus in order to prevent permanent strabismus due to the unopposed activity of this muscle. This was declined by the patient; instead, a trial of prednisolone, 2 mg/kg/day, was begun. There was a gradual but complete resolution of the VIth nerve palsy over the following month. Steroids were withdrawn successfully with no recurrence of his symptoms.
Case 2 An 11 year old boy of Afro-Caribbean extraction developed left fronto-orbital headache and vomiting. Twenty four hours later he was unable to open his left eye which was described as being deviated downwards and towards the left. Although the headache and nausea resolved, the ophthalmoplegia was persistent. An initial diagnosis of ophthalmoplegic migraine was made. Two weeks later, the headache and nausea recurred for a day. A week later, these symptoms recurred again and a computed tomography (CT) scan of the brain was carried out. This was initially considered to be normal and he was referred for a neurosurgical opinion, and in particular for exclusion of a carotid artery aneurysm. There was no other relevant history and no personal or family history of migraine or sickle cell disease.
On examination he was afebrile and had a left IIIrd nerve palsy with pupillary sparing. The eye was not inflamed, tender, or swollen and there was no proptosis. Visual acuity and colour vision were normal. Detailed cranial nerve examination, including examination of facial sensation, revealed no other deficits and neurological and systemic examination were otherwise normal.
Magnetic resonance imaging of the brain showed abnormal enhancing tissue extending from the left cavernous sinus posteriorly along the free edge of the tentorium and also towards the orbital apex (fig 2) . On review, this abnormality was apparent on the initial CT scan.
Extensive investigation revealed no underlying inflammatory or autoimmune process.
Prednisolone was started at a dose of 2 mg/kg/day. Following this, there was no recurrence of the headache or nausea. After five weeks of steroids, there was partial resolution of the ophthalmoplegia with improvement of the ptosis; he was able adduct the left eye to the midline but not beyond, and his diplopia had resolved. Six months after his initial presentation, the ophthalmoplegia had fully resolved. can show an initial response to steroids. Although short term symptomatic treatments, such as the botulinum toxin injection offered to case 1, may be useful in the management of strabismus, diagnosis and specific treatment of the underlying cause is definitive and should remain a priority. In the case of pseudotumour, relapse can occur and may involve the contralateral side, and the patient can be left with residual deficits. Despite the relative sensitivity of magnetic resonance imaging, carotid angiography or surgical exploration and biopsy may be necessary eventually to exclude more sinister pathology and to obtain a tissue diagnosis. The diagnosis of persistent migrainous ophthalmoplegia should only be accepted after definitive exclusion of pseudotumour.
